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Abstract
Background: In the past years, there has been a growing concern in designing physical activity (PA) programmes
for elderly people, because evidence suggests that such health promotion interventions may reduce the
deleterious effects of the ageing process. Quality is an important issue when designing a PA programme for older
people. Some studies support the Excellence Model of the European Foundation for Quality Management (EFQM)
as an operational framework for evaluating the quality of an organization. Within this context, the aim of this study
was to characterize the quality management models of the PA programmes developed by Portuguese Local
Administration to enhance quality of life for elderly people, according to the criteria of the EFQM Excellence
Model.
Methods: A methodological triangulation was conducted in 26 PA programmes using questionnaire surveys, semi-
structured interviews and document analysis. We used standard approaches to the statistical analysis of data
including frequencies and percentages for the categorical data.
Results: Results showed that Processes (65,38%), Leadership (61,03%), Customer results (58,46) and People (51,28%)
had high percentage occurrences of quality practices. In contrast, Partnerships and resources (45,77%), People
results (41,03%), Policy and strategy (37,91%), Key performance results (19,23%) and Society results (19,23%) had
lower percentage occurrences.
Conclusions: Our findings suggest that although there are some good practices in PA programmes, there are still
relevant areas that require improvement.
Background
The last few decades have witnessed a significant demo-
graphic ageing process, causing deep social and political
transformations, and challenging society and humanity’s
options for the 21st century. The population aged 60 or
over is increasing rapidly and is expected to increase by
more than 50 per cent over the next four decades,
expanding from 264 million in 2009 to 416 million in
2050 in more developed regions [1]. Subsequently, there
will be more older people than children in the world
population for the first time in history.
The most important issue related to demographic age-
ing deals with its implications for the well-being of the
elderly, such as access to appropriate health-care ser-
vices. In developed countries, some degree of progress
has been made to achieve this objective, all the more so
as ageing is the most important contributor to the
increase in health care costs [2].
The concept of ’active ageing’ has been employed by the
World Health Organization (WHO) since the late 1990s,
and is defined as ‘the process of optimizing opportunities
for health, participation and security in order to enhance
quality of life as people age’ (WHO 2002 [3] p.12). There-
fore, there has been a growing concern in designing physi-
cal activity (PA) programmes for elderly people, since
evidence indicates that such health promotion interven-
tions may reduce the deleterious effects of the ageing pro-
cess [4,5] and improve quality of life [4-7]. Nevertheless, a
substantial proportion of European elderly people
have lower PA levels than those recommended for good
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elderly people is an important public health challenge.
The Centers for Disease Control and Prevention
(CDC) developed guidelines with other American orga-
nizations for increasing PA across a large number of set-
tings and populations, including elderly people [10].
They described a set of recommendations and strategies
to improve programmes, developing new approaches
and highlighting the need for effective programme eva-
luation [11,12]. This ’imperative’ has a wide application
(CDC 2002b [13] p.5) that reveals commitment to pro-
vide high quality programmes. Furthermore, programme
evaluation is a useful tool for continuous quality
improvement [14] and the WHO guidelines for the eva-
luation of health promotion emphasize the need to eval-
uate and propose the allocation of adequate resources
for this action [15].
Healthy Ageing - A Challenge for Europe Report [16]
suggests a systematic application of quality manage-
ment/assurance methods to increase project’sq u a l i t y ;
these indicate that Quality is an important issue for PA
programmes for older people.
With the purpose of helping organizations to improve
their quality, the European Foundation for Quality Man-
agement (EFQM) introduced the EFQM Excellence
Model in 1991 with the support of EOQ, the European
Organization for Quality, and the European Commission.
The EFQM Excellence Model is a non-prescriptive fra-
mework based on nine criteria divided into thirty-two
sub-criteria [17]. Of these nine criteria, five are ‘Enablers’
- what an organization does to achieve excellence - and
four are ‘Results’ - what an organization achieves, i.e., the
results achieved on the path to Excellence. As illustrated
in Figure 1, the arrows presented in the Model show its
dynamic nature; the issues related to ‘Innovation and
Learning’, while horizontal vectors essential to the Mod-
el’s architecture, also emerge as cross-sectional elements
in all the criteria. They show innovation and learning can
improve ‘Enablers’, which in turn lead to improved
‘Results’. The Model recognizes that there are many
approaches to achieving sustainable Excellence in all
aspects of performance, based on the premise that:
“Excellent results with respect to Performance, Customers,
People and Society are achieved through Leadership driv-
ing Policy and Strategy that is delivered through People,
Partnerships and Resources, and Processes” (EFQM
2003a [17] p.5).
The application of the EFQM Excellence Model pro-
motes the use of a management methodology based on
objective criteria that is applicable to all areas of business
and constitutes a self-assessment exercise of the organiza-
tion’s quality. Self-assessment will shed light on the areas
requiring improvement, as well as on the process and
actions necessary to conduct improvement. The Model is
currently used by thousands of organizations throughout
Europe, such as firms, health institutions, schools, public
safety services and governmental institutions, among
others. It provides organizations with common manage-
ment terminology and tools, thus facilitating the sharing
of best practices between organizations of different
sectors [18].
Despite the numerous PA programmes for the elderly
that have been created in recent years - especially by the
Public Local Administration - their evaluation is scarce.
Moreover, the EFQM Excellence Model had never been
used in PA programmes for elderly people.
In this context, the purpose of this study was to character-
ise the quality management models of the PA programmes
developed by the Portuguese Local Administration to
enhance quality of life for elderly people, according to the
criteria of the EFQM Excellence Model 2003.
Methods
Procedures
In order to gather empirical evidence, methodological
triangulation – i.e. questionnaire surveys, semi-struc-
tured interviews and additional document analysis – was
employed.
A preliminary on-line questionnaire was sent out to all
mainland Portuguese municipalities (n = 278) in May of
2008. This brief questionnaire provided the following
information: geographic localization, name and objectives
of PA programmes, age of the PA programme, character-
istics of age groups and participants’ age, number of
activities included in the PA programme, frequency of
the programme (days/week), quality initiatives, organiza-
tion name and the identification details of the PA pro-
gramme’s coordinator (Additional file 1).
Of the 278 municipalities, a total of 97 valid question-
naires were answered. Since some municipalities provided
more than a single programme, 125 PA programmes
were identified. Inclusion criteria for the purposive sam-
ple implied that at least one of the following conditions
should be verified: i) programmes should belong to a Dis-
trict Capital in order to apply a geographic criterion; ii)
programmes should include the following cumulative cri-
teria: a) must have been in practice for 10 years or more
[19], b) must have had two or more different types of
activities [20,21], and c) must have had a frequency of
two or more times a week [6]; iii) programmes that apply
a quality initiative [14,16,22-25]. Therefore, 27 potentially
eligible PA programmes for elderly people were identi-
fied, of which 18 were from a District Capital; eight were
aged ten years or more, had two or more types of activ-
ities and a frequency of two or more times a week; and
one had a quality initiative (Quality Certification). We
screened each PA programme’s coordinator by telephone
to check eligibility, confirm willingness to participate and,
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At this stage, one programme was excluded because it
did not meet any of the three conditions above. The
characteristics of the 26 PA programmes included in our
sample are described in Table 1.
To characterise the quality management models of the
PA programmes, semi-structured face-to-face interviews
with the PA programmes’ coordinators (n = 26) were car-
ried out between February and April of 2009. The ques-
tions were based on the EFQM Excellence Model’sn i n e
criteria and 32 sub-criteria. Before the 26 interviews, a
pilot study was conducted among four PA programmes’
coordinators, conveniently chosen from among the pro-
grammes that were not selected for the sample, to under-
stand the process and evaluate the content understanding
of the questions. As a result, some questions were adapted
in accordance with respondents’ comments. Afterwards, a
standard interview guide was created and used for all
interviews, which lasted 45 to 60 minutes and were tape-
recorded and transcribed verbatim at a later date. Partici-
pants were asked about each sub-criterion of Leadership,
Policy and Strategy, People, Partnerships and Resources,
Processes, Customer Results, People Results, Society
Results and Key Performance Results. A content analysis
of the transcribed interviews was conducted. Two coding
strategies were applied: (a) a priori categorisation of data
based on the 32 sub-criteria and (b) a posteriori coding
scheme, obtained directly from the data, using an induc-
tive method to identify the themes and subthemes that
emerged. To ensure rigour and reliability of analysis, the
first three transcripts were coded in their entirety by two
coders who achieved agreement through discussion and
consensus. Two independent researchers double-coded
two transcripts to assess the inter-rater reliability of cod-
ing. Intra-rater reliability was also conducted on a question
of each criterion, within a 5-day interval. The inter-rater
and intra-rater reliability we r ea s s u r e db yt h ei n t e r c o d e r
and intracoders’ agreement, from Bellack’s formula [26].
Both results obtained ranged from 95% to 100%, con-
firmed by Cohen’s Kappa to eliminate the agreement by
chance. Interscore reliability was in the range of 0.93 and
above. To facilitate the coding process, we used the QSR
NVivo software, which helps manage and organize qualita-
tive data.
An on-line questionnaire was also administrated to the
26 PA programmes’ coordinators, between June and July
2009. This new questionnaire, based on the EFQM
Excellence Model’s nine criteria and 32 sub-criteria, was
generated according to the literature review and the
interviews’ content analysis. For each sub-criterion,
items were devised concerning the areas addressing the
EFQM Excellence Model and the specificity of the PA
programmes for elderly people. Closed questions with
multiple choice answers and Likert scales were used.
The first draft of the questionnaire was submitted to a
panel of experts (n = 5) in the field of PA programmes
for elderly people and/or EFQM Excellence Model, to
ensure the content validity. The experts pointed out
their level of accordance with the relevance of the items,
ease of understanding and adequacy as an instrument to
characterise the management models of the PA pro-
grammes. Based on their suggestion, fourteen items
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Figure 1 EFQM Excellence Model (adapted from EFQM, 2003).
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Page 3 of 16were reframed and two were eliminated, due to its irre-
levance. After, the on-line questionnaire was tested
among 15 PA programmes’ coordinators, chosen from
among the programmes that were not selected for the
sample, for comments on readability. Some adjustments
were made to make the questions clearer and more rele-
vant to the PA programme case. The study design also
included a test-retest reliability of the answers, per-
formed with an interval of seven days. Agreement was
estimated using kappa statistics ( for categorical vari-
ables) and weighted kappa statistics (w for ordinal vari-
ables). High levels of agreement (0.86 to 0.97) were
found. The final version of the on-line questionnaire
comprised 165 items and took a respondent about one
hour to complete.
In addition, document analysis was carried out. Written
documents, including procedures, budgets, flyers, e-mails,
reports, minutes of meetings, specifications, print screens,
publications, price lists, etc. were made available by some
of the coordinators. Other information was gathered
from the web page of the organization.
We used standard approaches to statistical analysis of
data including frequencies and percentages for the
categorical data, performed with the Statistical Package
SPSS, version 17.0.
Data presentation
A set of the most relevant items concerning quality
practices associated with the EFQM Excellence Model
criteria was adapted from an original scale created to
measure the nine criteria [27] and assigned to each
EFQM sub-criterion based on its content domain. Sev-
eral adjustments were made to reflect the specificity of
the PA programmes for elderly people, according to col-
lected data. The presence or absence of a particular
quality practice was encoded as: addressed/measured =
1; not addressed/not measured = 0.
Results
Regarding Leadership, most of the coordinators who
participated in this study revealed that they were per-
sonally involved in the development of a culture of
Excellence, reinforcing a strong communicative culture
throughout all areas of the organization (84,62%),
encouraging people’s empowerment and autonomy and
ensuring that every member of the organization knows
Table 1 Characteristics of the 26 PA programmes
id Age (years) Minimum/maximum
age to enrol
Participants’
average age
Number of activities Frequency
(days/week)
Quality
initiatives
Organization
A [1; 5] 55 years/90 years 71 1 1 no Municipal Government
B [1; 5] 55 years/no limit 72 2 4 or + no Municipal Government
C [5; 10] 55 years/80 years 65 4 or + 4 or + no Municipal Government
D [5; 10] 55 years/no limit 70 2 2 no Municipal Government
E [5; 10] 55 years/no limit 71 4 or + 4 or + no Municipal Government
F [1; 5] 55 years/80 years 65 1 2 no Municipal enterprises of sport
G [5; 10] 60 years/no limit 69 4 or + 2 no Municipal enterprises of sport
H [5; 10] 55 years/no limit 71 4 or + 4 or + no Municipal enterprises of sport
I [1; 5] 55 years/80 years 66 3 2 no Municipal enterprises of sport
J [1; 5] 60 years/no limit 71 2 2 no Municipal Government
K [1; 5] 55 years/no limit 68 4 or + 2 no Municipal Government
L ≥10 60 years/no limit 72 4 or + 4 or + no Municipal Government
M ≥10 65 years/no limit 71 2 4 or + no Municipal enterprises of sport
N [5; 10] 55 years/no limit 68 4 or + 3 yes Municipal Government
O ≥10 55 years/90 years 72 4 or + 4 or + no Municipal Government
P ≥10 60 years/no limit 70 4 or + 3 no Municipal Government
Q [5; 10] 55 years/no limit 71 2 4 or + no Municipal Government
R [5; 10] 55 years/no limit 69 3 4 or + no Municipal Government
S [5; 10] 65 years/no limit 70 2 2 no Municipal Government
T [1; 5] 55 years/no limit 65 3 4 or + no Senior University (Municipal)
U ≥10 55 years/no limit 71 4 or + 2 no Municipal Government
V [1; 5] 65 years/no limit 70 2 2 no Municipal Government
W ≥10 55 years/90 years 70 1 3 no Municipal Government
X ≥10 60 years/no limit 72 2 2 no Municipal Government
Y ≥10 60 years/no limit 71 4 or + 4 or + no Municipal Government
Z [1; 5] 55 years/no limit 65 2 4 or + no Municipal Government
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Page 4 of 16the role that the PA programme should play in society
(both with 80,77%). Almost two-fifths (38,46%) of the
coordinators ensured that people were capable of taking
initiatives and fulfilling their responsibilities in the most
a p p r o p r i a t ew a y ,a n das i n g l el e a d e rc o l l a b o r a t e di n
quality training since only his programme was involved
in a quality scheme (3,85%) (Table 2).
Concerning Policy and Strategy, the issues related to
quality initiatives, such as the measurement of quality
and non-quality costs, quality strategies and quality
objectives were referenced by one coordinator (3,85%),
the one who’sp r o g r a m m ew a si n v o l v e di naq u a l i t y
initiative. In contrast, 84,62% of the coordinators
reported the identification of organizational processes
and their interrelationships and 80,77% stated that all
people are familiar with the mission and objectives of
the PA programme (Table 3).
In relation to the criterion People (the same as employ-
ees/workers), 84,62% of the coordinators reported that
People maintain fluid communication with one another;
in contrast, 15,38% indicated that People voluntarily pass
on useful information to other members of the organiza-
tion. Two items related to quality initiatives appear with
a diminutive percentage (3,85%), namely People’s access
to information about quality results and the quality train-
ing they are offered. The majority of the coordinators
(80,77%) stated that formal processes were used to find
out people’s opinions (Table 4).
With reference to Partnerships and Resources,l e s s
than 20% of the PA programmes had formal communi-
cation procedures with partners and 11,54% of coordi-
nators revealed that relationships with academic
partners allow the organization to have access to scienti-
fic information. Nearly three quarters (73%) of respon-
dents reported that the organization has the capacity for
external cooperation. The most reported item was the
one related to the recording of information and knowl-
edge (88,46%) (Table 5).
Analysis of the Processes criterion showed the items
recommendations concerning exercise sessions phases
and standardized systems to deal with customer com-
plaints were accomplished by all PA programmes. We
can also verify that most of the organizations advertised
the PA programme and good accessibility was guaran-
teed (96,15%). Nonetheless, just 30,77% of organizations
were oriented towards the fulfilment of customers’
expectations and needs and only 19,23% kept documen-
tation of work methods and organizational processes
(Table 6).
Concerning Customer results, 76,92% of the programmes
evaluated customers’ satisfaction and 34,62% had measures
and/or indicators of customers’ loyalty (Table 7).
Relating to People results, 69,23% of the programmes
evaluated people’s absenteeism and 15,38% had mea-
sures and/or indicators of people’s organizational com-
mitment (Table 8).
Table 2 Frequencies and percentages of quality practices in the criterion Leadership
1. Leadership n%
1a. Leaders develop the mission, vision, values and ethics and are role models for a culture of Excellence
Coordinators encourage people to feel empowerment and autonomy 21 80,77
Coordinators participate and give support to continuous improvement processes 19 73,08
Coordinators collaborate in quality training by teaching people at lower hierarchical levels 1 3,85
Coordinators ensure that all members of the organization have a clear idea of what the PA programme’s position should have in
society
21 80,77
1b. Leaders are personally involved in ensuring the PA programme management system is developed, implemented and continuously improved
Coordinators become involved in running the PA programme as a set of interrelated processes, all for achieving quality 14 53,85
Coordinators ensure that people are capable of taking initiatives and assimilating better ways of doing their responsibilities 10 38,46
1c. Leaders interact with customers, partners and representatives of society
Coordinators take part in continuous improvement processes, even when these activities go beyond Coordinators’ responsibilities 16 61,54
Satisfaction of current and future customers ensures the success of the PA programme 16 61,54
To improve in a particular aspect, coordinators and other members of the organization collaborate with other organizations with PA
programmes to help each other
15 57,69
1d. Leaders reinforce a culture of excellence with the organization’s people
There is a strong communicative culture throughout all areas of the organization 22 84,62
The involvement of people can only be achieved if coordinators are the first to show commitment, practicing what they preach 14 53,85
Coordinators behave in a way that allows the integration and mobilization of members of a team 18 69,23
1e. Leaders identify and champion organizational change
Coordinators stimulate the continuous improvement of services and processes 19 73,08
Coordinators continuously acquire and update knowledge that is valuable for the PA programme 16 61,54
Coordinators act in a way that makes it easier for people to accept proposed changes voluntarily 16 61,54
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Page 5 of 16Concerning Society results, 15,38% PA programmes
had measures and/or indicators of their involvement in
their target community. 23,07% of the coordinators con-
firmed that the organization had measures and/or indi-
cators of the programme’s impact in society (Table 9).
In Key performance results, one coordinator men-
tioned assessments of the quality of the service delivered
and 42,31% of the coordinators reported that the organi-
zation has measures and/or indicators of the financial
results of the PA programme (Table 10).
Table 3 Frequencies and percentages of quality practices in the criterion Policy and Strategy
2. Policy and strategy n%
2a. Policy and strategy are based on the present and future needs and expectations of stakeholders
The establishment of PA programme objectives takes people’s opinions into account 15 57,69
The establishment of PA programme objectives takes external opinions into account 7 26,92
Effective management is based on information about customers 11 42,31
Customers’ needs are taken into account when establishing objectives 11 42,31
2b. Policy and strategy are based on information from performance measurement, research, learning and external related activities
Continuous improvement processes are based on a systematic assessment of PA programme effectiveness 16 61,54
Systematic measurement of quality and non-quality costs is carried out 1 3,85
Information systems are in place to capture external information (about customers, society...) 10 38,46
2c. Policy and Strategy are developed, reviewed and updated
Systematic procedures are in place to plan, evaluate and control PA programme goal achievements 16 61,54
Quality strategies affect all organizational areas and coordination activities 1 3,85
Quality objectives stem from long-term strategic plans 1 3,85
Coordinators favour consensus about relevant objectives and future projects 5 19,23
2d. Policy and Strategy are communicated and deployed through a framework of key processes
Organizational processes and their interrelationships are identified 22 84,62
Coordinators inform people about the quality strategy 1 3,85
Every member in the organization knows the PA programme mission and objectives 21 80,77
Table 4 Frequencies and percentages of quality practices in the criterion People
3. People n%
3a. People resources are planned, managed and improved
Formal processes are used (such as attitude surveys or people briefing) to find out people’s opinions 21 80,77
Emphasis is placed on recruiting highly skilled people 16 61,54
A higher level qualification, specifically related to PA and ageing, is required for instructors 9 34,62
3b. People’s knowledge and competences are identified, developed and sustained
Specific quality training is offered to people 1 3,85
People continuously update their skills in their specific area of knowledge 20 76,92
Staff members are provided with means for extensive training 10 38,46
3c. People are involved and empowered
People are allowed to decide how the work is done 8 30,77
People’s opinions are taken into account when defining PA programme objectives 20 76,92
People are given the opportunity to suggest and implement solutions to work problems 16 61,54
People’s autonomy and participation are encouraged 13 50,00
Teamwork is a common practice 15 57,69
3d. People and the organization have a dialogue
Formal communication channels are in place to provide information about customers’ needs 18 69,23
Formal communication procedures are established with all stakeholders 20 76,92
People have access to information about quality results 1 3,85
People maintain fluid communication with one another, going beyond the formal structure of the organization 22 84,62
Internal communication is totally open and transparent 15 57,69
People voluntarily pass on useful information between one another 4 15,38
3e. People are rewarded, recognized and cared for
Coordinators explicitly recognize people’s achievements at work 11 42,31
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Page 6 of 16Figure 2 shows the average of the percentages related
to quality practices associated to the EFQM Excellence
Model criteria. Four criteria (three Enablers and one
Result) had values over 50%: Processes (65,38%), Leader-
ship (61,03%), Customer results (58,46) and People
(51,28%). In contrast, the other two Enablers and three
Results had percentages under 50%: Partnerships and
resources (45,77%), People results (41,03%), Policy and
strategy (37,91%), Key performance results (19,23%) and
Society results (19,23%).
Discussion
To our knowledge, this was the first study applying the
EFQM Excellence Model criteria to PA programmes for
elderly people.
Table 5 Frequencies and percentages of quality practices in the criterion Partnerships and Resources
4. Partnerships and resources n%
4a. External partnerships are managed
Cooperation with partners provides the organization with high quality of resources 8 30,77
Formal communication procedures are established with partners 5 19,23
Relationships with academic partners allow the organization to have access to scientific information 3 11,54
Relationships with health partners allow the organization to have access to health information 13 50,00
The organization has capacity for external cooperation 19 73,08
4b. Finances are managed 14 53,85
4c. Buildings, equipment and materials have a maintenance plan 9 34,62
4d. Technology is managed
Technological innovations are implemented 18 69,23
4e. Information and knowledge are managed
Systematic records are made 23 88,46
The latest scientific knowledge is pursued 7 26,92
Table 6 Frequencies and percentages of quality practices in the criterion Processes
5. Processes n%
5a. Processes are systematically designed and managed
Work methods and organizational process are explicitly defined 22 84,62
There is comprehensive documentation about work methods and organizational processes 5 19,23
Organizational processes are periodically revised 16 61,54
Work processes exist to promote efficient behaviour patterns throughout the organization 19 73,08
Emergency protocols are periodically revised 9 34,62
5b. Processes are improved, as needed, using innovation in order to fully satisfy and generate increasing value for customers and other stakeholders
Development and innovation of processes is emphasized 12 46,15
5c. Services are designed and developed based on customer needs and expectations
The organization knows which services customers need 18 69,23
The organization is oriented towards the fulfilment of customers’ expectations and needs 8 30,77
5d. Services are produced, delivered and serviced
The organization is committed to develop PA programmes for older adults, concerning the components: aerobic fitness, muscular-
strength, balance and flexibility
17 65,38
Preparticipation screening is designed to guarantee the safe participation of customers 11 42,31
Recommendations about the components of the exercise training session are followed (warm-up, stretching, conditioning and cool
down phases)
26 100,00
Progression in the exercise training sessions is followed 18 69,23
The front desk is the central point of contact between the organization and the customer 17 65,38
The organization advertises its services 25 96,15
Environmental conditions of exercise sessions are guaranteed 15 57,69
Good accessibilities to the PA programme are guaranteed (side-walks, passenger transportation) 25 96,15
Access to the programme are facilitated by different processes or pathways 20 76,92
5e. Customer relationships are managed and enhanced
Standardized systems are in place to deal with customer complaints 26 100,00
Standardized systems are in place to deal with customer suggestions 14 53,85
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Page 7 of 16Results showed that Processes, Leadership, Customer
results and People had high percentage occurrences of
quality practices. In contrast, Partnerships and
resources, People results, Policy and strategy, Key per-
formance results and Society results had lower percen-
tage occurrences.
PA programmes for elderly people play a significant
role in senior citizens’ health, quality of life, autonomy
and capability to face daily tasks. It is widely accepted
that the benefits of such programmes depend upon
adherence to exercise [28]. Higher attendance in PA
programmes and activity levels are strongly influenced
by degrees of enjoyment [29,30]. Therefore, continuous
quality improvement of the PA programmes for elderly
people can be useful, and even critical, for elderly satis-
faction and adherence.
Leadership is the key for driving forward quality
improvement activities [31-33] and involves a process of
social influence on a group of people. Our data suggests
that the coordinators are particularly involved in devel-
oping the vision and mission, and enhance a strong cul-
ture of communication. These aspects are considered
fundamental to quality management [34-36]. Indeed,
other studies in different sectors have focused on leader-
ship and have shown that the commitment of the lea-
ders operates as the thrust of the quality improvement
process [37-39]. Moreover, their physical presence, visi-
bility and concern for quality improvement were asso-
ciated with transformational leadership [40], i.e.,
leadership that creates valuable and positive change in
its followers. Our study also revealed that most of the
leaders interact with customers, partners and represen-
tatives of society. Trustworthy leadership increases part-
nership building and sustainability, essential to
guarantee the success of PA promotion as a public
health strategy, as demonstrated in some programmes
[41]. Several studies have focused on customers [42-44]
since listening them appears to be a priority for organi-
zations that want to succeed. With regard to PA pro-
grammes, the CDC mention the importance of
interacting with all stakeholders [13]. Specifically related
to the PA programmes for elderly people, the British
Heart Foundation (BHF) stated that participants or
other stakeholders must be actively involved in all
aspects of programme development, including planning,
promotion and evaluation [45]. The ACSM also recog-
nizes that PA leaders should work closely with indivi-
duals to design a PA regimen that reflects the person’s
preferences and capabilities [46]. In addition, our results
indicate that coordinators neglect to run the PA pro-
gramme as a set of interrelated processes. Although
there are no studies on this issue for PA programmes
for elderly people, some organizations have made
recommendations for their specific programme, namely
the American Association of Cardiovascular and Pul-
monary Rehabilitation (AACVPR), which states that the
programme leaders are responsible for directing, inte-
grating and coordinating programme services, and
Table 7 Frequencies and percentages of quality practices in the criterion Customer Results
6. Customer results n%
The organization has measures and/or indicators of customers’ satisfaction 20 76,92
The organization has measures and/or indicators of customers’ loyalty 9 34,62
The organization has measures and/or indicators of the communication procedures with customer 14 53,85
The organization has measures and/or indicators of the complaint resolution procedure 18 69,23
The organization has measures and/or indicators of the customers’ PA outcomes 15 57,69
Table 8 Frequencies and percentages of quality practices in the criterion People Results
7. People results n%
7a. People motivation and commitment
The organization has measures and/or indicators about people’s willingness to work 8 30,77
The organization has measures and/or indicators about people’s organizational commitment 4 15,38
7b. People achievement
The organization has measures and/or indicators of the capability of people to identify work problems and to provide solutions 15 57,69
The organization has measures and/or indicators of how people share organizational values 6 23,08
The organization has measures and/or indicators about people’s initiative 11 42,31
The organization has measures and/or indicators regarding people’s performance (e.g. results of evaluations) 17 65,38
7c. People satisfaction
The organization has measures and/or indicators of people’s absenteeism 18 69,23
The organization has measures and/or indicators of people’s loyalty 7 26,92
The organization has measures and/or indicators of people’s satisfaction 10 38,46
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Page 8 of 16recommending a central location for all policies, proce-
dures and guidelines references [31]. Another interesting
result of our data concerns the fact that most of the lea-
ders are not involved in quality training in terms of
teaching people at lower hierarchical levels, which might
be related to the fact that only a single programme con-
cerned itself with quality initiatives.
Policy and strategy is defined as how the organisation
implements its mission and vision via a clear stake-
holder-focused strategy, supported by relevant policies,
plans, objectives, targets and processes [17]. Our results
point out a modest concern about the opinions of differ-
ent stakeholders in setting targets for the PA pro-
gramme, which has been described as one of the crucial
steps in the planning and evaluation of PA programmes,
or as a good practice [13,45]. In addition, contrary to
the guidelines [45], our study showed that a minority of
programmes establish the objectives according to the
participants’ stated aims. Furthermore, this fact is in the
opposite direction from the results of an European
cross-national report on PA Programmes and promotion
strategies for older people, in which most of the PA
Programme’s directors reported that their programmes
were adjusted according to the participants’ aims [19].
Another result that stands out in our data is the fact
that just about two thirds of the programmes systemati-
cally assess their effectiveness in order to improve their
continuous quality improvement process, which opposes
the Benchmark 3 from Physical Activity and Health
Branch (PAHB), at the CDC [14]. As indicated by the
CDC, ’the evaluation is the systematic examination and
assessment of features of an initiative and its effects, in
order to produce information that can be used by those
who have an interest in its improvement or effectiveness’
(CDC 2002b [13] p.5), consequently an ‘imperative’,a s
stated before. Jackson argues that every effort must be
made to engage the organisational members in continu-
ous improvement activities [47]. However, no pro-
gramme can be planned or evaluated oblivious of the
context that surrounds it, especially when what drives
most decisions on policy and practice in the public sec-
t o ra r ec o n s i d e r a t i o n so ft h ea v a i l a b l ee v i d e n c e[ 4 5 ] .
Institutional, community and public policies may have
either supporting or antagonistic effects on programmes
[48]. In addition, there are several factors that influence
health behaviour [49]. Therefore, it is necessary to
include pertinent information regarding the programme
context [13,14] that must be absorbed in different ways
[50]. In the present study, only 38,46% of PA pro-
grammes capture this information, which may reflect a
limited knowledge on the part of most of the pro-
grammes about the context in which they operate. On
the other hand, about two thirds of the analysed pro-
grammes have an annual plan that is regularly reviewed
and used in an annual report. The data from this report
helps to improve the new annual planning cycle of the
PA programme. These procedures are in agreement
with those found in other studies [51,52] or in accor-
dance to different documents, such as content of the
planning and evaluation of PA programmes [13,53] and
health promotion programmes [54]. Still regarding this
criterion, most of the leaders of our study reported that
everybody had full access to the information about the
mission and objectives of the PA programme. In the
field of Higher Education, Calvo-Mora and collaborators
[37] alleged that the leader’s communication and invol-
vement of all staff in policy and strategy were crucial to
the processes management. Moreover, in accordance
w i t ht h es a m ea u t h o r[ 3 7 ] ,o u rs t u d yf o u n dt h a tp r o -
cesses were clearly identified, as well as their interrela-
tionships. With regard to quality strategies, in our study
only one PA programme had regularly used internal
Table 9 Frequencies and percentages of quality practices in the criterion Society Results
8. Society results n%
The organization has measures and/or indicators of the programme’s involvement in community 4 15,38
The organization has measures and/or indicators of the social responsibility of the programme 5 19,23
The organization has measures and/or indicators of the programme’s impact in society (awards, media reports, invitations, etc...) 6 23,07
Table 10 Frequencies and percentages of quality practices in the criterion Key Performance Results
9. Key performance results n%
9a. Financial results
The organization has measures and/or indicators of its financial results 11 42,31
9b. External results
The organization has measures and/or indicators regarding the quality of the service delivered 1 3,85
The organization has measures and/or indicators regarding the partners management 5 19,23
9c. Results on processes
The organization has measures and/or indicators of the process efficiency 3 11,53
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Page 9 of 16quality assessment and external audits. However, several
studies have focused on the reasons for the use of qual-
ity schemes and pointed out the advantages of their
implementation in improving services [24,55,56]. On the
other hand, Ritchie and Dale suggest the existence of
some obstacles to implementing these initiatives within
the organizations [57]. Similarly, Davies and collabora-
tors reviewed the aspects of culture/context, which were
specific to the university academic context, and could
impact negatively on the implementation of a quality
framework [58].
Regarding People criterion, that is an important fea-
ture for quality management [59], most of the partici-
pants in our study reported the existence of procedures
to find out employees’ opinions, which was also found
in a study related to quality management in sports facil-
ities [60]. This initiative is considered a quality practice
to Connolly and Connolly [61]. In fact, organizations
have recognized the need to understand employee opi-
nions to identify their concerns, assess the impact of a
variety of agendas and provide employees with different
communication channels [62]. Regarding this issue, our
data also show that employees from the majority of PA
programmes have an open dialogue with all stake-
holders, especially with one another (76,92%). Further-
more, although the results are less obvious with regard
to autonomy and decision-making, our study demon-
strates that most of the PA programmes involved and
empowered people in various ways (e.g. opinions and
suggestions put forward by people, and teamwork).
These findings are not totally in line with the arguments
of Wilkinson and collaborators, who emphasized the
employee involvement as a key theme for quality man-
agement, namely autonomy, creativity, active coopera-
tion and self-control for employees [63]. Also, Osseo-
Asare and collaborators concluded that a conceptual
framework for achieving and sustaining quality in UK
higher education institutions could be developed based
on a set of principles which includes staff empowerment
through participation and commitment [38]. In their
study, these authors found a discrepancy between what
respondents think about the importance of staff empow-
erment and the real practice in the organizations. Even
with regard to the management of people, most of the
participants in our study gave emphasis to the recruit-
ment of people with high skills; however, only 34,62%
require a specialization in the area of PA and ageing for
instructors. These results are similar to those found on
the Cross-National Expert Survey Report on Physical
Activity Programmes and Physical Activity Promotion
Strategies for Older People [19]. In this report, the
authors make recommendations on the importance of
recruiting teachers who have high levels of qualification
and reinforce the importance of continuous professional
development. Regarding this issue, the International
Curriculum Guidelines for Preparing Physical Activity
Instructors of Older Adults outlines each of the major
content areas that should be included in any entry-level
training programme [64]. The PAHB, established that a
PA programme should be run by highly skilled PA prac-
titioners [14]. Regarding the continuous training of peo-
ple, our study revealed that over three quarters of the
PA programmes take this aspect into account. In con-
trast, Hughes and collaborators found that only 56% of
the PA programmes for older people trained their
instructors [65]. The Guidelines for Cardiac Rehabilita-
tion and Secondary Prevention Programs also emphasises
these points, and goes further, establishing that the
’polices and procedures should include provisions for a
competency-based job description; required education, con-
tinuing education, experiences, licences and certifications;
and an orientation checklist, a competency assessment and
a regularly performed - at least annually - performance
appraisal’ (AACVPR 2004 [31] p.193). Once more, our
data showed that the items related to quality initiatives
have only a passing reference, which appears to be
related to the fact that just a single programme is
involved in quality schemes, as previously explained.
Different studies reported that the opportunities that
are provided by Partnerships and resources should be
maximized [38,60,66,67]. In addition, the development
and sustainment of the community partnerships is the
first public health benchmarks for PA Programmes
established by the PAHB at the CDC [14]. In our study,
73,08% PA programmes have established partnerships,
which is in line with the emphasis that some authors
[41,68,69] have put on the importance of forging effec-
tive partnerships, creating value and promoting coopera-
tion agreements based on mutually beneficial joint
synergies. Especially in the PA programmes for elderly,
Figure 2 Average of the percentages related to quality
practices of the EFQM Excellence Model’s criteria.
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strength of these partnerships, since they provide addi-
tional resources in the form of funding, facilities and
equipment and being able to access wide-ranging abil-
ities and knowledge [3,45]. The most surprising result of
our data concerns the few partnerships with Higher
Education Institutions (11,54%). Indeed, these academic
institutions contribute to the creation of knowledge and
its dissemination, so we consider it a disadvantage for
programmes to not have direct access to their counsel.
Moreover, such partnerships would have reciprocal ben-
efits, since the programme also could provide means for
researchers to get their answers in a more practical way.
Additionally, disseminating this knowledge may promote
the development of new programmes or improve the
programme itself [13]. When we analyzed the partner-
ships with health institutions, the results are better, but
still far from what is supported by some authors or
organizations, who advocate the active participation of
healthcare professionals in counselling patients on PA
[45,70-72] or encouraging them to accumulate moder-
ate-intensity PA [73]. Similar results arise from the
European Network for Action on Ageing and Physical
Activity (EUNAAPA) study, where sixty percent of the
PA programme directors reported that they build part-
nerships with local healthcare professionals or organisa-
tions [19]. With regard to finances, our results appear to
indicate that there is not a strict control of these
resources, since there is still a considerable percentage
of programmes that do not manage them (65,38%).
These results are quite different from those reported by
Scott and colleagues [19], where sixty five percent of the
PA programme directors were able to estimate the total
cost of their programme. In fact, most of the monetary
funds of these programmes come from the public
finance, and thus it appears to us that leaders should
control these funds even more strictly. Although the PA
programmes are not-for-profit, the management of its
financial resources should be identified as key-process, in
order to consolidate the programme’s financial structure
and to ensure it can fulfil its mission in the present and
in the future. Despite the maintenance plans of equip-
ment and buildings should be periodically provided [66],
j u s ta b o u to n et h i r do ft h ei n t e r v i e w e dc o o r d i n a t o r s
reported that their programme had maintenance plans.
Another study [19] found a higher percentage of pro-
grammes with maintenance plans (46%), but the results
were still not consistent with the recommendations
[31,74]. Otherwise, the recognition that information tech-
nology has been a catalyst for progress and prosperity
[75] seems to be accepted by the coordinators of our
study, since most of them implemented new technologies
in their programmes. Concerning information manage-
ment, although there are no recommendations in the
field of PA programmes for elderly, the AACVPR advises
that information management involves supervision of the
storage, communication, utilization and tracking of infor-
mation related to the programme and facility [31]. In this
respect, the majority of the coordinators indicated that
information, concerning to all aspects of the programme,
was systematically recorded. On the contrary, the results
related to the systematic pursuit of the latest scientific
knowledge are quite modest, since less than one third of
the coordinators refer to this quality practice. The reason
for this unexpected result becomes somewhat clearer
when we realise that very few programmes have estab-
lished partnerships with higher education experts who
are up to date on the latest scientific knowledge. In an
American study [76] most states provided evidence
of competency with regard to using data and scienti-
fic information to develop and prioritise their PA
programming.
An excellent organization adopts a management philo-
sophy based on Processes [77,78]. Although the majority
of the coordinators of our study stated that the methods
and processes were defined, only a minority operationa-
lised it in terms of documentation. For the AACVPR,
policies and procedures related to information manage-
ment should include a wide range of records and should
specify uniform standards for evaluation, intervention
and outcome measurement [31]. Furthermore, processes
should be systematically reviewed [17,79]. Specifically
with regard to emergency protocols, about one third of
the coordinators stated that they are carried out periodi-
cally. Related results arise from the EUNAAPA study,
where half of PA programme directors reported having
emergency protocols in place and that staff members
were trained annually, at the very least, in these proto-
cols [19]. Both results indicate that AHA/ACSM’s
recommendations have not been followed. In fact, it is
emphasized that emergency policies and procedures
must be reviewed and practiced regularly [74]. With
regard to the design of services and tailoring the pro-
gramme to the needs and interest of participants, the
results differ. On the one hand, more than two-thirds of
coordinators recognized that the services are designed
according to customer needs; on the other hand, less
than a third is geared towards the fulfilment of their
expectations and needs. In the Scott and collaborators
study, almost two thirds of PA directors reported that
participants were formally surveyed for the aims of their
involvement in the programme and most of these direc-
tors also reported that their programmes were adjusted
according to participants’ stated aims [19]. Physical
activity leaders should work closely with individuals to
design a PA regimen that reflects the person’s prefer-
ences and capabilities [46]. In the same line, the BHF
recommends the involvement of participants in this
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programme to the needs and interest of participants is
associated with higher programme attendance [80,81].
With regard to the preparticipation screening, less than
half of our PA programmes’ coordinators reported that
a health check was required to guarantee a safe partici-
pation of the customers. Results from EUNAAPA study
[19] are slightly different since only half of the PA pro-
gramme directors reported that a health check was
required before a potential participant would be eligible
to enter their programme. Screening of older adults
prior to starting an exercise programme continues to be
a controversial issue [82]. In fact, the ACSM endorses
the perspective that medical clearance should not be
required prior to encouraging older individuals to begin
a light-intensity activity programme, since it may be a
disincentive to increasing PA among these individuals
[46]. For higher intensity levels, AHA/ACSM recom-
mend a pre-participation screening, primarily to identify
those at increased risk of an adverse cardiac event [74].
In our study, about two-thirds of the PA coordinators
indicated that the exercise prescription includes aerobic,
muscle strength, flexibility and balance exercises. Addi-
tionally, they also reported incorporating progression as
part of their programme. These are consistent with the
ACSM position’s stand [6] and ACSM’s Guidelines [83].
In our study we found an unanimous result concerning
the components of the exercise training session, which
is in line with the ACSM recommendations [83]. Our
results about exercise prescription, progression and
components of the session are more consistent with the
ACSM recommendations than those disclosed in the
EUNAAPA study [19]. Concerning to environmental
conditions, more than half of the coordinators reported
that they are guaranteed, i.e. temperature of sports facil-
ities, safe and pleasant conditions of sports equipment
and facilities, places with good acoustics and access to a
water source are incorporated in the programme. This
represents an adequate degree of concordance with the
recommendations [31,83]. With regard to advertising,
more than three quarters of the coordinators revealed
that the programme was promoted. Some authors and
organizations believe that social marketing and com-
munication campaigns are a part of a set of actions
required to increase PA [12,84,85]. In addition, the BHF
makes recommendations on marketing and promotion
strategies among older people [45]; however, no scienti-
fic evidence was found about the most effective method
of promoting a PA programme for this target popula-
tion. Across all programmes, 76,92% offer different
forms of access to facilitate the enrolment of seniors.
The Task Force on Community Preventive Services
recommends the creation of or enhanced access to
places for PA, combined with informational outreach
activities to increase PA [12], even giving examples of
how to reduce some environmental barriers. Good
accessibility is also provided in almost all analysed pro-
grammes (96,15%), which is an essential aspect of pro-
gramme planning [12,45,72]. The BHF emphasises the
proximity of programmes to residences in a friendly and
accessible way, ensuring well-lit paths and providing
good public transports [45]. In this regard, a qualitative
study in older and rural African American and white
women found that PA programmes’ enabling factors
included transportation and free facilities [86]. A study
by Booth and collaborators showed that for adults over
60, neighbourhood safety and access to local facilities
were important predictors of being active [87]. In our
study, all the programmes had an effective complaints
handling system and more than half had suggestions
through standardized processes. In addition to what was
mentioned above about the importance of customer
suggestions or opinions, customer complaint informa-
tion can be also used as a basis for customer-focused
process improvement [88]. In this particular case, our
results suggest that organizations have a preference for
reactive methods and delayed methods, such as com-
plaint analysis, over proactive methods, contrary to what
was found in another study [44]. An excellent service
c a no n l yb ea c h i e v e dw i t hap r o f o u n dk n o w l e d g eo f
evolving customer needs; therefore, a functional custo-
mer complaint management system should be imple-
mented in every organization [89].
With respect to Customer results, organizations must
measure and achieve them [17]. Similarly, PA interven-
tions should be evaluated in terms of their processes as
well as their outcomes [11]. There are many studies
addressing the measurement of PA in order to identify
current levels of activity and assess the effectiveness of
intervention programmes. However, few PA intervention
studies specifically target Customer retention or Custo-
mer satisfaction. Actually, the EFQM argues that excel-
lent organisations achieve the best results for their
customers and achieve high levels of customer satisfac-
tion [17]. Furthermore, customers do not only provide
input (suggestions or complaints), but they also take
part in the service process, influencing both the pro-
cess’s performance and the perception of quality of the
service produced [90]. One of the most commonly used
techniques for listening to customers is satisfaction sur-
veys [44]. More than three quarters of our PA pro-
grammes’ coordinators assured that the satisfaction of
participants in their programme was formally measured.
Another key predictor of customer results is loyalty
[36], but less than 35% of the programmes studied eval-
uate this item. A recent study about PA programmes
for older adults in the United States found that 74%
tracked attendance [91]. Also, complaints handling and
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tion and loyalty [92]. Besides this, though all pro-
grammes have a complaints system in place, only
approximately 70% evaluated their resolution process.
Contrary to complaints, all the programmes that have a
standardized system of suggestions also carried out its
assessment. Although the measurement process repre-
sents one of the most important components of custo-
mer results from an exercise programme [83], just
57,69% of our coordinators reported that objective out-
come measures were recorded for participants at regular
intervals.
To achieve excellence, organisations must also focus
on the People results [17], since people involvement is
one of the most important drivers of continuous
improvement [77]. Nevertheless, most coordinators of
our study revealed that the organization does not have
information on its employees’ motivation and commit-
ment. This result is not surprising, especially because
organizations rarely use instruments to obtain informa-
tion about how their employees assess the motivational
aspects of their workplace [93], compared with job satis-
faction measurement. However, some meta-analysis stu-
dies [94,95] concluded that people’s satisfaction is not
enough to improve their performance - people must
also be highly motivated [93]. Furthermore, without
satisfied and motivated employees it is impossible to
achieve satisfied and loyal customers [44]. An empirical
study observed that employees’ loyalty is significantly
related to service quality, which in turn impacts custo-
mer satisfaction and customer loyalty [96]. Martin-Cas-
tilla and Rodriguez-Ruiz give examples of the different
aspects that must be evaluated, both in terms of people’s
motivation and satisfaction, such as the development of
professional careers, learning opportunities, definition of
objectives, employment conditions, salary, relation
between peers, organisational role in the community,
and work environment, among others [78]. Additionally,
one of the key indicators of people satisfaction includes
absenteeism [36]. While the majority of our PA pro-
grammes’ coordinators confirmed that there were indi-
cators of people’s absenteeism (69,23%), only a minority
stated that the employees’ loyalty was measured
(26,92%) as well as people’s satisfaction (38,46%). We
believe that people who are satisfied with regard to the
management, employment conditions, relationships
between peers and the organisational role in the com-
munity will be more prone to improve the quality of the
PA programme; therefore, the evaluation of theses issues
should not be neglected. Also, people’s achievement is
an important indicator, not only with regard to the
development of people, but also in their ability to solve
problems and take initiatives. Nearly two thirds of our
PA coordinators had indicators of people’s performance,
which is defended by the AACVPR [31], as discussed
previously. This result stems from the fact that the
majority of people with employment contracts in the
public sector is evaluated by the Integrated System on
the Evaluation of the Public Administration Performance
(SIADAP).
The Society results criterion is based on what an orga-
nisation is achieving in satisfying the needs and expecta-
tions of the community [17]. The programme’s visibility,
engagement and reputation are recognized as a result of
its activities and the active participation of the organisa-
tion as a responsible member of the community. How-
ever, few participants (19,23%) reported indicators of the
involvement of their programmes in the community and
less than one quarter of the programme’s impact on
society (23,07%). Furthermore, the CDC claims the
importance of assessing the programme effects on orga-
nizations or communities [13], but this is not our case.
In fact, it is not just the impact of the programme from
the standpoint of public health, but also the perceptions
that society has about the programme as a barometer of
its action in society. Also, social responsibility is a vital
part of the work and role of the programme, as it tries
to respond to a problem of the society as a whole [77],
but again, only nearly 20% of the PA programmes’ coor-
dinators had measures or indicators to track this issue.
As recognized by some authors [45,97], community
involvement in these programmes is critical to its suc-
cess, so it is concerning that the most of the coordina-
tors do not pay attention to these indicators.
The Key performance results represent the global orga-
nizational performance and the fulfilment of expecta-
tions. The mission of the PA programmes is linked to a
significant impact on the promotion of PA in the elderly
population. However, less than 12% of our coordinators
declared they had indicators of process efficiency, i.e.
obtaining the best outcomes from a set of actions. Also,
regarding the quality of the service delivered, only one
PA coordinator assumed that this assessment was per-
formed. This result may be associated with the fact that
only one programme performed a quality assessment/
audit. In this respect, several studies [23-25,55] found
that quality initiatives may improve process and out-
comes. Finally, less than fifty percent of the PA coordi-
nators indicated that the organisation’s financial
resources were properly managed. Recognising that
most of the PA programmes have limited municipal
funds, we believe that there is still a modest understand-
ing of the need to achieve a certain level of profitability
to contribute to the sustainability of the programme,
and that all activities must be cost-accountable.
The ‘evaluation is integral to success’ (Schmid 2006 [11]
p.115) so, regardless of sector, size, structure or maturity,
organisations need to establish an appropriate management
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mise is also valid for PA programmes. Thus, it will help to
improve services and, at the same time, to increase access
and the level of PA of elderly citizens.
Conclusions
Our findings suggest that although there are some good
practices in the PA programmes under analysis, specifi-
cally in criteria Processes, Leadership, Customer results
and People, there are still relevant areas that require
improvement, namely those related to Partnerships and
resources, People results, Policy and strategy, Key perfor-
mance results and Society results.
Strengths and Limitations
To our knowledge, this was the first study applying the
EFQM Excellence Model criteria in PA programmes for
elderly people.
However, the study has certain limitations, which
must be considered when interpreting its results.
First, the study was based on the PA programmes coor-
dinators’ perceptions. Consequently, such perceptions
may not provide a complete and accurate picture of the
reality. Actually, the results are mainly based on self-
reporting which might also have contributed to a more
favourable outcome. Conducting a study with the partici-
pation of different stakeholders of the PA programmes
will be an asset in the future. Secondly, the research
design employed was cross-sectional rather than longitu-
dinal. In this regard, an evaluation of the quality practices
is a process that develops over time and whose effects
are only really appreciated in the long term. Therefore, it
would be appropriate to follow a longitudinal approach
in future studies. Finally, the external validity of the find-
ings presented is low. Nevertheless, we are convicted that
the study provides details about the management models
of the PA programmes for elderly people developed by
the Portuguese Local Administration, their strengths and
weaknesses, in order to improve their quality.
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